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,?/}/ ’ . STANDARD CERTIFICATE OF DEATH State File No. 2 2 )
‘ BIRTH NO. REG. DIST. NO. ﬁL PRIMARY REG. DIST. NOM— Registrar's No...“...:.’. té.::..‘..,,,,a —
(V 1. PLACE OF DEATH : 2. USUAL RESIDENCE (Whers decossed lived. If iastitntlon: resilence befors
a. COUNTY a. STATE b. COUNTY 7 e adimiseion).
‘)A)D St.Louls : Lflissou @ 37, Lou,s
b. CITY (I outaide corpurate limits, write RURAL and give ¢. LENGTH OF C!TY (If outaide sorporate lmits, write RURAL and give towaskip)
! OR township)| STAY {in fpis place) 7 !
' TOWN Clayton 2 Lo S Varley Pap 476
d. FH!..SLPTABEEOOF (If oot in bospital or institation, give streat addroms or |Dﬂl#l) d ASI;rDRREESrS (If rara!, ive lDL ton)
insTiTuTioN St .Louis County Hospital Mol ] Nou VRS NG A/zunz
3.D'QEACMEESOEFD 8. (First) b. (Middle) c. (Last) DATE (Month) (Day) (Year)
(rvpeorPrimty (CATHERING STRAUW o Vet 5T )94/
5, SEX } 6. COLOR OR RACE | 7. m;\&%ﬁg rl;IE\yggc'gBREIEo%) 8. DATE OF BIRTH 9. 1..0\“?E {In yt)an 1; T |Dﬁ ; UNDER 8 HES.
, (Bpecity - ok ours }' Mia,
Femala White Wi Do e | frals /PF T l |
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | I1. BIRTHPLACE (Btate or forelen ommtry) 12, CITIZEN OF WHAT
dona d mmo!-ukiullh.ml!udnd) DUSTRY ' P cou, Y1
At Home Gormany S
ill:h FATHER'S NAME- 1367 MOTHER' S MAJDEN NAME 14, NAME OF HUSBAND OR WIFE i
Poter Nahler Mathilda Metzner { " Fred Straub
lé' WAS DE(iEASEE) E\(I[ER IN U.S5. ARMED FOES'(ES': ‘ 16. SOCIAL SECURITC;( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
‘o8, Do, OF oW, , khve war or dates of o) .
P "' Nowne& Mrs, Lizzie Martin - Chamois, Mo.
18. CAUSE OF DEATH : MEDICAL, CERTIFICATION : INTERVAL BETWEEN
. DISEASE 1 N ~ ONSET AND DEATH
Bataraly cosenpe |1 ISEASE OB CONOITION,

Iine for (2}, (b), acd (¢)

*Thir docr not mean

ANTECEDENT CAUSES . .
the mode of dying, such | Morbid eonditions, if any, giring DUE TO () & e I“ﬂ": e Am ‘A‘.f.;
os heart foflure, asthenio, |. rise to the aboee catise (a} :tating R I R P

de. It means the dis- “+the underiping couse last, - -~ -To— ITLITIS ﬂ 5 R AP =
case, infury, or complica- BUE TO (c) W,Q..ﬁ-ﬂ.ﬁ— C‘—q ;C.....a.
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tion which caused death. 1i. OTHER SIGNIFICANT" CONDITIONS "~ —nw oo &15 0 NSt --ai-l L2
Conditions contributing to the death but a0t o
related to the disease or condition cousing death.
e 19a:-DATE OFAOP%%HN -15b.: MAJOR FINDlNGS OF OPERATION I TS LTS R S AP S0 LN - 1i. | 20-AUTOPSY?
Bl doow . 3§OX ves mm
21a. ACCIDENT {Bpwcily) 216, PLACEOF INJURY (a.g..inerabout | 21¢. (CITY, TOWN, OR TOWNS'HP) s (COUNTY) “(STATE)
SUICIDE bome, tarm, tagtory. sireet. offios bldg., wzo.) B ot A . - g
HOMICIDE SYLLERT T T T
21d. TIME (Mouth) (Day) (Year) {Houn 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- — Lo ; _WHILEAT[ ] NOTWHILE
1RJURY Tt T or - mi T woRk ot AT WORK ceieias oy e T Tl ae

t

WRITE-PLAINLY—USING iINfADING BLACK INE—MAKE A PERMANENT RECORD

2. I hereby cerw'y tha& I atlended the deceased from _MJ/L 19_LQ to _M‘:"_” 19:5__/ that I last saw the deceased
alive on Q.:Z)_._:.’:._._ 19ﬂ and that death occurred al _[O_L_Qm from the causes and on the dale stated aboue

N @“W ("ﬁw-‘@ dfz/wgnrpﬁ/watr/ﬂwé(( Ay ‘@ 6’7&0

¥

%_Aa BEERMI OAJ'ALCREMA- 24b. DATE 24c, h.MlE OF CEMETERY OR CREMATORY i1, (oﬁ'y. tawn, o ouunty) (sm.e),'_
ﬁ‘emova lo«L-57 ) Chamois, ‘Migsouri.’. .

DATE REC'D BY LOCAL | REGJSTRAR'S SIGNATURE 25 runan.u. DIRECTOR’'S SIGNATURE ~ ~ =~ TADDRESS =~
e ss/RE J.i{,_ﬁg trrthe 1bert H.Hoppe,4700 Washington Blvd.

(Licensed Embalw‘utzmmt on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by R

....... ., Student Embdalmer No.

SEUONE Loeennesciisai et Signed a“/‘* Wh y Wu
uaen a | e
) Licensed Embalmer No 37 4'? \}l [
P. O. Address S LY D > Yo

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.

working under my personal supervision,
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